Introduction: Obstetric fistula is a public health problem but its prevalence remains unknown in Niger. We report epidemiological and anatomopathological status of new cases of female genital fistula. Method: Multicentre prospective study over 15 months (January 1 st , 2016 to March 31 st , 2017) in 5 national centers for the therapeutic management of female genital fistula. Data were collected from focus groups, observations and pre-established individual survey form and hospital records. Results: During the 15-month survey period, 148 new cases of female genital fistula of obstetric origin were recorded. Patients aged 15 to 19 accounted for 40% of cases. They were married before the age of 16 (55.4%), out of school in 89.2% and 77.2% lived outside the matrimonial home. The patients came from rural areas (96%) of the cases, the labor of delivery lasted more than 24 hours in 71.6% and in 95.3% of the cases the delivery was initiated at home and then finished in a health facility, 33.8% had assisted vaginal delivery (forceps/suction cup), 23% by caesarean section and 10.81% by laparotomy for uterine rupture. Fistula occurred during first delivery (47.3%) and recurrence accounted for 5.4% of cases. Perinatal death accounted for 85.1%. Conclusion: Female genital fistula of obstetric origin remains a major public health problem in Niger despite the efforts made.
Introduction
The female genital fistula represents a major public health problem, with a very negative impact in the area of reproductive health.
Methodology and Patients
This is a prospective multicenter descriptive study that has been used to collect patients in 5 centers for the treatment of female genital fistula (CNRFO) in Niamey National Reference Center for Obstetric Fistula (CNRFO), Dosso regional centers, Tahoua, Zinder and the Danja fistula center (Maradi region).
from January 1, 2016 to March 31, 2017 for a period of 15 months.
They were included in our study all cases of female genital fistula of obstetric origin registered in the relevant departments during the study period and were not included cases of fistula occurring outside the period selected for the study or patients cases of female genital fistula of non-obstetrical cause.
Data were collected from focus groups (after informed and accepted consent), observations, pre-established individual survey form, any observed ethical rule.
Results

1) General appearance
During our study, 148 cases of female genital fistula of obstetric origin were recorded in treatment centers.
2) Epidemiological aspects
The average age of the patients was 24 years old with extremes 15 and 46 years. All age years old groups of women were affected. The 15 -19 years old age group was the most exposed with 40% of cases ( Table 1, Table 2 ). Patients aged 15 -19 years old, were more numerous in the Tahoua and Maradi regions with 15 and 12 cases, respectively. All major ethnic groups in the country were concerned, Haoussa (52%), Zerma (21%), Touareg (16.2%) and Fulani (7.4%), respecting the proportions of the country's ethnic groups (Figure 1 ). Niamey was the most represented with 42 cases (28.4%), followed by that of Zinder 32 cases (21.6%). The patients were from rural areas 96% and 89.2% and out-of-school 97.97% and 117. The patients hight (79%) were upper 150 cm and 76 patients (51.4%) had a weight over 50 Kg. The primiparous represented 40% and the multiparas 39.9% (Table 3 ).
All patients were married, had any occupation 95%, and in 84.5% of cases, 
4) Clinical aspects
Urogenital fistula was the most common (94.6%) with only one fistula diagnosed in 96.6%. Vesico-vaginal fistula was the most common type of anatomy found in 66 cases (47.2%) followed by urethro-vaginal fistula 36 cases In this study, 92.68% of patients whose age of less than 16 years old at first marriage had any scolarship. Non-enrollment exposed to early marriage, non-completion of prenatal consultations; too ignorant of the risks of no skilled home delivery assistance or in decision-making to go ton a health facility for delivery. The out-of-school population (not early marriage) would therefore be a population with high-risk pregnancy with complicated delivery. These remarks were made Nafiou [1] [6] in 2006 in Mali and Djadda [9] in 2006 in Senegal respectively: 52%, 73.5% and 75%. e) Women's level of education and socio-economic status Since education is an indirect reflection of occupation and socio-economic status, most FGFs occur in poor women living in settings where women's status and self-esteem depend almost entirely on their ability to work. marriage or their ability to have children; whereas the direct causes of fistula are dystocia and lack of emergency skilled obstetric care; extrem poverty is an important underlying cause. Women with FGF are poor, malnourished, lack basic education and live in very remote rural areas [8] - [14] . f) Area of life The patients came from rural 96%. Such a distribution is in perfect accordance with the data of the literature. In fact, rural women, far from health centers without means of emergency medical evacuation, with less access to obstetric care, are more generally exposed to the obstetrical complications of dystocia, particularly fistula [15] .
Discussions and Comments
2) Rank of the causal childbirth In this series, 47.3% of our patients had fistula after the first delivery. The regions of Tahoua and Maradi predominated with respectively a rate of 27.14% and 21.42% of primipares as in that of Nafiou. [1] in Niger in 2005, Dekou [3] in 1999 in Côte d'Ivoire, and Wall [15] in Nigeria in 2004 with respectively 43%, 44.29% and 45% of primiparous patients. Multiparas are also involved with Open Journal of Obstetrics and Gynecology 39.85% of cases, against Sanda [5] in Niger in 2001 and Ouattara [9] in Mali in 2010, which found respectively 21% and 21.4% of cases of large multiparous.
If primiparous and large multiparous are exposed to fistula and incontinence, the causes are different. For primiparous women it is generally due to the resistance of the uterus myoma, which is rarely broken, but for large multiparas, the cause is generally dynamic with uterus and the pelvic floor having been too often used get tired. and there is often a cessation of childbirth with often rupture of the uterus lesion of neighboring organs.
Women do not have access to care, because of ignorance, the existence of alternative solutions (traditional practices?), the unfavorable status of women, inadequate health facilities and awareness.
3) Place of delivery
We noted 95.28% of patients had delivered in a health facility, of which 29.05% in a maternity hospital. However, 4.05% had delivered at home and 0.67% while on the move.
Our results are superior to those reported by Nafiou [1] in Niger in 2005, Hillary [16] in 2004 in Kenya and Diakite [17] in 2008 in Mali, which found respectively 59.5%, 79% and 87.5% of cases. Unlike our findings other authors had noted rates home delivery fairly high. Sanda [5] in Niger reported that about 64.8% of fistula patients had delivered at home.
The low relative rate of home birth in our series (4.05%) can be explained by the fact that most of our patients during delivery had started their delivery work at home and when the dystocia with the impossibility of giving birth, the patients were directed to a health center where the delivery had finally ended. In fact delivery was practiced in the health structures by instrumental extraction, caesarean or uterine rupture cure In this study, 31.03% of patients had given birth in a the first health facility level and all had a delivery time between 24 h to 48 h (Table 4) .
Childbirth in Niger rural areas is traditionally provided by a matron. The matron capacity for management is sometimes a delay factor in the evacuation of patients to the skilled health centers. The economic vulnerability of the population is another barrier to access to the health center.Fistula can occur in a maternity ward if patients are not admitted on time or when they have not received skilled obstetric care they need, or because the provision of basic obstetric care is non-existent, that is, for various reasons, due to lack of access to local health services. The long delay in accessing emergency obstetric care is a risk factor.
3) Clinical aspects a) Anatomic type of fistula (Table 5 & Table 6) The study revealed that 47.15% of urogenital fistulas were vesico-vaginal and 25.71% urethro-vaginal, 3 cases of rectovaginal fistula had been recorded, including 2 cases in the lower third of the rectum and one case in the upper third. The association of a rectovaginal fistula and a urogenital fistula was found in (five) 5 patients including 3 cases the same anatomical type recto-vaginal fistula of the upper third of the rectum, one of the middle third of the rectum and one of the lower third of the rectum. For the two other cases, there was a rectovaginal fistula of the upper third of the rectum associating respectively a juxta-cervical fistula and a vesico-vaginal fistula.
Our results are comparable to those of Nafiou. [1] Mariko [6] who found respectively 50% and 57.8% of flexible vagina. Vaginal flexibility is a prerequisite for the success of the operative procedure.
Conclusion
Female genital fistula of obstetric origin remains a major public health problem in Niger. This study reveals that it occurs in very young women, primiparous as well as multiparous, generally poor, very often illiterate, with limited access to health services, especially to reproductive health care.
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